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the Director, OCHAMPUS, or designee, 
determines contribute to the efficient 
management of CHAMPUS. 

(5) Termination of participation agree-
ment. A provider may terminate a par-
ticipation agreement upon 45 days 
written notice to the Director, 
OCHAMPUS, or designee, and to the 
public. 

[51 FR 24008, July 1, 1986] 

EDITORIAL NOTE: For FEDERAL REGISTER ci-
tations affecting § 199.6, see the List of Sec-
tions Affected, which appears in the Finding 
Aids section of the printed volume and on 
GPO Access. 

§ 199.7 Claims submission, review, and 
payment. 

(a) General. The Director, 
OCHAMPUS, or a designee, is respon-
sible for ensuring that benefits under 
CHAMPUS are paid only to the extent 
described in this part. Before benefits 
can be paid, an appropriate claim must 
be submitted that includes sufficient 
information as to beneficiary identi-
fication, the medical services and sup-
plies provided, and double coverage in-
formation, to permit proper, accurate, 
and timely adjudication of the claim 
by the CHAMPUS contractor or 
OCHAMPUS. Providers must be able to 
document that the care or service 
shown on the claim was rendered. This 
section sets forth minimum medical 
record requirements for verification of 
services. Subject to such definitions, 
conditions, limitations, exclusions, and 
requirements as may be set forth in 
this part, the following are the 
CHAMPUS claim filing requirements: 

(1) CHAMPUS identification card re-
quired. A patient shall present his or 
her applicable CHAMPUS identifica-
tion card (that is, Uniformed Services 
identification card) to the authorized 
provider of care that identifies the pa-
tient as an eligible CHAMPUS bene-
ficiary (refer to § 199.3 of this part). 

(2) Claim required. No benefit may be 
extended under the Basic Program or 
Extended Care Health Option (ECHO) 
without submission of an appropriate, 
complete and properly executed claim 
form. 

(3) Responsibility for perfecting claim. 
It is the responsibility of the 
CHAMPUS beneficiary or sponsor or 
the authorized provider acting on be-

half of the CHAMPUS beneficiary to 
perfect a claim for submission to the 
appropriate CHAMPUS fiscal inter-
mediary. Neither a CHAMPUS fiscal 
intermediary nor OCHAMPUS is au-
thorized to prepare a claim on behalf of 
a CHAMPUS beneficiary. 

(4) Obtaining appropriate claim form. 
CHAMPUS provides specific CHAMPUS 
forms appropriate for making a claim 
for benefits for various types of med-
ical services and supplies (such as hos-
pital, physician, or prescription drugs). 
Claim forms may be obtained from the 
appropriate CHAMPUS fiscal inter-
mediary who processes claims for the 
beneficiary’s state of residence, from 
the Director, OCHAMPUS, or a des-
ignee, or from CHAMPUS health bene-
fits advisors (HBAs) located at all Uni-
formed Services medical facilities. 

(5) Prepayment not required. A 
CHAMPUS beneficiary or sponsor is 
not required to pay for the medical 
services or supplies before submitting a 
claim for benefits. 

(6) Deductible certificate. If the fiscal 
year outpatient deductible, as defined 
in § 199.4(f)(2) has been met by a bene-
ficiary or a family through the submis-
sion of a claim or claims to a 
CHAMPUS fiscal intermediary in a ge-
ographic location different from the lo-
cation where a current claim is being 
submitted, the beneficiary or sponsor 
must obtain a deductible certificate 
from the CHAMPUS fiscal inter-
mediary where the applicable indi-
vidual or family fiscal year deductible 
was met. Such deductible certificate 
must be attached to the current claim 
being submitted for benefits. Failure to 
obtain a deductible certificate under 
such circumstances will result in a sec-
ond individual or family fiscal year de-
ductible being applied. However, this 
second deductible may be reimbursed 
once appropriate documentation, as de-
scribed in this paragraph is supplied to 
the CHAMPUS fiscal intermediary ap-
plying the second deductible (refer to 
§ 199.4 (f)(2)(i)(F)). 

(7) Nonavailability Statement (DD Form 
1251). In some geographic locations or 
under certain circumstances, it is nec-
essary for a CHAMPUS beneficiary to 
determine whether the required med-
ical care can be provided through a 
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Uniformed Services facility. If the re-
quired medical care cannot be provided 
by the Uniformed Services facility, a 
Nonavailability Statement will be 
issued. When required (except for emer-
gencies), this Nonavailability State-
ment must be issued before medical 
care is obtained from civilian sources. 
Failure to secure such a statement will 
waive the beneficiary’s rights to bene-
fits under CHAMPUS, subject to appeal 
to the appropriate hospital commander 
(or higher medical authority). 

(i) Rules applicable to issuance of Non-
availability Statement. Appropriate pol-
icy guidance may be issued as nec-
essary to prescribe the conditions for 
issuance and use of a Nonavailability 
Statement. 

(ii) Beneficiary responsibility. The ben-
eficiary shall ascertain whether or not 
he or she resides in a geographic area 
that requires obtaining a Nonavail-
ability Statement. Information con-
cerning current rules may be obtained 
from the CHAMPUS fiscal inter-
mediary concerned, a CHAMPUS HBA 
or the Director, OCHAMPUS, or a des-
ignee. 

(iii) Rules in effect at time civilian care 
is provided apply. The applicable rules 
regarding Nonavailability Statements 
in effect at the time the civilian care is 
rendered apply in determining whether 
a Nonavailability Statement is re-
quired. 

(iv) Nonavailability Statement must be 
filed with applicable claim. When a claim 
is submitted for CHAMPUS benefits 
that includes services for which a Non-
availability Statement is required, 
such statement must be submitted 
along with the claim form. 

(b) Information required to adjudicate a 
CHAMPUS claim. Claims received that 
are not completed fully and that do not 
provide the following minimum infor-
mation may be returned. If enough 
space is not available on the appro-
priate claim form, the required infor-
mation must be attached separately 
and include the patient’s name and ad-
dress, be dated, and signed. 

(1) Patient’s identification information. 
The following patient identification in-
formation must be completed on every 
CHAMPUS claim form submitted for 
benefits before a claim will be adju-
dicated and processed: 

(i) Patient’s full name. 
(ii) Patient’s residence address. 
(iii) Patient’s date of birth. 
(iv) Patient’s relationship to sponsor. 
NOTE: If name of patient is different from 

sponsor, explain (for example, stepchild or il-
legitimate child). 

(v) Patient’s identification number 
(from DD Form 1173). 

(vi) Patient’s identification card effec-
tive date and expiration date (from DD 
Form 1173). 

(vii) Sponsor’s full name. 
(viii) Sponsor’s service or social security 

number. 
(ix) Sponsor’s grade. 
(x) Sponsor’s organization and duty 

station. Home port for ships; home ad-
dress for retiree. 

(xi) Sponsor’s branch of service or de-
ceased or retiree’s former branch of serv-
ice. 

(xii) Sponsor’s current status. Active 
duty, retired, or deceased. 

(2) Patient treatment information. The 
following patient treatment informa-
tion routinely is required relative to 
the medical services and supplies for 
which a claim for benefits is being 
made before a claim will be adjudicated 
and processed: 

(i) Diagnosis. All applicable diagnoses 
are required; standard nomenclature is 
acceptable. In the absence of a diag-
nosis, a narrative description of the de-
finitive set of symptoms for which the 
medical care was rendered must be pro-
vided. 

(ii) Source of care. Full name of 
source of care (such as hospital or phy-
sician) providing the specific medical 
services being claimed. 

(iii) Full address of source of care. This 
address must be where the care actu-
ally was provided, not a billing address. 

(iv) Attending physician. Name of at-
tending physician (or other authorized 
individual professional provider). 

(v) Referring physician. Name and ad-
dress of ordering, prescribing, or refer-
ring physician. 

(vi) Status of patient. Status of pa-
tient at the time the medical services 
and supplies were rendered (that is, in-
patient or outpatient). 

(vii) Dates of service. Specific and in-
clusive dates of service. 

(viii) Inpatient stay. Source and dates 
of related inpatient stay (if applicable). 
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(ix) Physicians or other authorized in-
dividual professional providers. The 
claims must give the name of the indi-
vidual actually rendering the care, 
along with the individual’s professional 
status (e.g., M.D., Ph.D., R.N., etc.) and 
provider number, if the individual sign-
ing the claim is not the provider who 
actually rendered the service. The fol-
lowing information must also be in-
cluded: 

(A) Date each service was rendered. 
(B) Procedure code or narrative de-

scription of each procedure or service 
for each date of service. 

(C) Individual charge for each item of 
service or each supply for each date. 

(D) Detailed description of any un-
usual complicating circumstances re-
lated to the medical care provided that 
the physician or other individual pro-
fessional provider may choose to sub-
mit separately. 

(x) Hospitals or other authorized insti-
tutional providers. For care provided by 
hospitals (or other authorized institu-
tional providers), the following infor-
mation also must be provided before a 
claim will be adjudicated and proc-
essed: 

(A) An itemized billing showing each 
item of service or supply provided for 
each day covered by the claim. 

NOTE: The Director, OCHAMPUS, or a des-
ignee, may approve, in writing, an alter-
native billing procedure for RTCs or other 
special institutions, in which case the 
itemized billing requirement may be waived. 
The particular facility will be aware of such 
approved alternate billing procedure. 

(B) Any absences from a hospital or 
other authorized institution during a 
period for which inpatient benefits are 
being claimed must be identified spe-
cifically as to date or dates and provide 
details on the purpose of the absence. 
Failure to provide such information 
will result in denial of benefits and, in 
an ongoing case, termination of bene-
fits for the inpatient stay at least back 
to the date of the absence. 

(C) For hospitals subject to the 
CHAMPUS DRG-based payment system 
(see paragraph (a)(1)(ii)(D) of § 199.14), 
the following information is also re-
quired: 

(1) The principal diagnosis (the diag-
nosis established, after study, to be 

chiefly responsible for causing the pa-
tient’s admission to the hospital). 

(2) All secondary diagnoses. 
(3) All significant procedures per-

formed. 
(4) The discharge status of the bene-

ficiary. 
(5) The hospital’s Medicare provider 

number. 
(6) The source of the admission. 
(D) Claims submitted by hospitals (or 

other authorized institutional pro-
viders) must include the name of the 
individual actually rendering the care, 
along with the individual’s professional 
status (e.g., M.D., Ph.D., R.N., etc.). 

(xi) Prescription drugs and medicines 
(and insulin). For prescription drugs 
and medicines (and insulin, whether or 
not a prescription is required) 
receipted bills must be attached and 
the following additional information 
provided: 

(A) Name of drug. 

NOTE: When the physician or pharmacist so 
requests, the name of the drugs may be sub-
mitted to the CHAMPUS fiscal intermediary 
directly by the physician or pharmacist. 

(B) Strength of drug. 
(C) Name and address of pharmacy 

where drug was purchased. 
(D) Prescription number of drug 

being claimed. 
(xii) Other authorized providers. For 

items from other authorized providers 
(such as medical supplies), an expla-
nation as to the medical need must be 
attached to the appropriate claim 
form. For purchases of durable equip-
ment under the ECHO it is necessary 
also to attach a copy of the authoriza-
tion. 

(xiii) Nonparticipating providers. When 
the beneficiary or sponsor submits the 
claim to the CHAMPUS fiscal inter-
mediary (that is, the provider elects 
not to participate), an itemized bill 
from the provider to the beneficiary or 
sponsor must be attached to the 
CHAMPUS claim form. 

(3) Medical records/medical documenta-
tion. Medical records are of vital im-
portance in the care and treatment of 
the patient. Medical records serve as a 
basis for planning of patient care and 
for the ongoing evaluation of the pa-
tient’s treatment and progress. Accu-
rate and timely completion of orders, 
notes, etc., enable different members of 
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a health care team and subsequent 
health care providers to have access to 
relevant data concerning the patient. 
Appropriate medical records must be 
maintained in order to accommodate 
utilization review and to substantiate 
that billed services were actually ren-
dered. 

(i) All care rendered and billed must 
be appropriately documented in writ-
ing. Failure to document the care 
billed will result in the claim or spe-
cific services on the claim being denied 
CHAMPUS cost-sharing. 

(ii) A pattern of failure to adequately 
document medical care will result in 
episodes of care being denied 
CHAMPUS cost-sharing. 

(iii) Cursory notes of a generalized 
nature that do not identify the specific 
treatment and the patient’s response 
to the treatment are not acceptable. 

(iv) The documentation of medical 
records must be legible and prepared as 
soon as possible after the care is ren-
dered. Entries should be made when the 
treatment described is given or the ob-
servations to be documented are made. 
The following are documentation re-
quirements and specific time frames 
for entry into the medical records: 

(A) General requirements for acute 
medical/surgical services: 

(1) Admission evaluation report with-
in 24 hours of admission. 

(2) Completed history and physical 
examination report within 72 hours of 
admission. 

(3) Registered nursing notes at the 
end of each shift. 

(4) Daily physician notes. 
(B) Requirements specific to mental 

health services: 
(1) Psychiatric admission evaluation 

report within 24 hours of admission. 
(2) History and physical examination 

within 24 hours of admission; complete 
report documented within 72 hours for 
acute and residential programs and 
within 3 working days for partial pro-
grams. 

(3) Individual and family therapy 
notes within 24 hours of procedure for 
acute, detoxification and Residential 
Treatment Center (RTC) programs and 
within 48 hours for partial programs. 

(4) Preliminary treatment plan with-
in 24 hours of admission. 

(5) Master treatment plan within 5 
calendar days of admission for acute 
care, 10 days for RTC care, 5 days for 
full-day partial programs and within 7 
days for half-day partial programs. 

(6) Family assessment report within 
72 hours of admission for acute care 
and 7 days for RTC and partial pro-
grams. 

(7) Nursing assessment report within 
24 hours of admission. 

(8) Nursing notes at the end of each 
shift for acute and detoxification pro-
grams; every ten visits for partial hos-
pitalization; and at least once a week 
for RTCs. 

(9) Daily physician notes for inten-
sive treatment, detoxification, and 
rapid stabilization programs; twice per 
week for acute programs; and once per 
week for RTC and partial programs. 

(10) Group therapy notes once per 
week. 

(11) Ancillary service notes once per 
week. 

NOTE: A pattern of failure to meet the 
above criteria may result in provider sanc-
tions prescribed under § 199.9. 

(4) Double coverage information. When 
the CHAMPUS beneficiary is eligible 
for medical benefits coverage through 
another plan, insurance, or program, 
either private or Government, the fol-
lowing information must be provided: 

(i) Name of other coverage. Full name 
and address of double coverage plan, in-
surance, or program (such as Blue 
Cross, Medicare, commercial insur-
ance, and state program). 

(ii) Source of double coverage. Source 
of double coverage (such as employ-
ment, including retirement, private 
purchase, membership in a group, and 
law). 

(iii) Employer information. If source of 
double coverage is employment, give 
name and address of employer. 

(iv) Identification number. Identifica-
tion number or group number of other 
coverage. 

(5) Right to additional information. (i) 
As a condition precedent to the cost- 
sharing of benefits under this part or 
pursuant to a review or audit, whether 
the review or audit is prospective, con-
current, or retroactive, OCHAMPUS or 
CHAMPUS contractors may request, 
and shall be entitled to receive, infor-
mation from a physician or hospital or 

VerDate Aug<31>2005 09:00 Aug 04, 2008 Jkt 214124 PO 00000 Frm 00216 Fmt 8010 Sfmt 8010 Y:\SGML\214124.XXX 214124rf
re

de
ric

k 
on

 P
R

O
D

1P
C

67
 w

ith
 C

F
R



207 

Office of the Secretary of Defense § 199.7 

other person, institution, or organiza-
tion (including a local, state, or Fed-
eral Government agency) providing 
services or supplies to the beneficiary 
for whom claims or requests for ap-
proval for benefits are submitted. Such 
information and records may relate to 
the attendance, testing, monitoring, 
examination, diagnosis, treatment, or 
services and supplies furnished to a 
beneficiary and, as such, shall be nec-
essary for the accurate and efficient 
administration of CHAMPUS benefits. 
This may include requests for copies of 
all medical records or documentation 
related to the episode of care. In addi-
tion, before a determination on a re-
quest for preauthorization or claim of 
benefits is made, a beneficiary, or 
sponsor, shall provide additional infor-
mation relevant to the requested deter-
mination, when necessary. The recipi-
ent of such information shall hold such 
records confidential except when: 

(A) Disclosure of such information is 
authorized specifically by the bene-
ficiary; 

(B) Disclosure is necessary to permit 
authorized governmental officials to 
investigate and prosecute criminal ac-
tions; or 

(C) Disclosure is authorized or re-
quired specifically under the terms of 
DoD Directive 5400.7 and 5400.11, the 
Freedom of Information Act, and the 
Privacy Act (refer to paragraph (m) of 
§ 199.1 of this part). 

(ii) For the purposes of determining 
the applicability of and implementing 
the provisions of §§ 199.8 and 199.9, or 
any provision of similar purpose of any 
other medical benefits coverage or en-
titlement, OCHAMPUS or CHAMPUS 
fiscal intermediaries, without consent 
or notice to any beneficiary or sponsor, 
may release to or obtain from any in-
surance company or other organiza-
tion, governmental agency, provider, 
or person, any information with re-
spect to any beneficiary when such re-
lease constitutes a routine use duly 
published in the FEDERAL REGISTER in 
accordance with the Privacy Act. 

(iii) Before a beneficiary’s claim of 
benefits is adjudicated, the beneficiary 
or the provider(s) must furnish to 
CHAMPUS that information which is 
necessary to make the benefit deter-
mination. Failure to provide the re-

quested information will result in de-
nial of the claim. A beneficiary, by sub-
mitting a CHAMPUS claim(s) (either a 
participating or nonparticipating 
claim), is deemed to have given con-
sent to the release of any and all med-
ical records or documentation per-
taining to the claims and the episode of 
care. 

(c) Signature on CHAMPUS Claim 
Form—(1) Beneficiary signature. 
CHAMPUS claim forms must be signed 
by the beneficiary except under the 
conditions identified in paragraph 
(c)(1)(v) of this section. The parent or 
guardian may sign for any beneficiary 
under 18 years. 

(i) Certification of identity. This signa-
ture certifies that the patient identi-
fication information provided is cor-
rect. 

(ii) Certification of medical care pro-
vided. This signature certifies that the 
specific medical care for which benefits 
are being claimed actually were ren-
dered to the beneficiary on the dates 
indicated. 

(iii) Authorization to obtain or release 
information. Before requesting addi-
tional information necessary to process 
a claim or releasing medical informa-
tion, the signature of the beneficiary 
who is 18 years old or older must be re-
corded on or obtained on the 
CHAMPUS claim form or on a separate 
release form. The signature of the ben-
eficiary, parent, or guardian will be re-
quested when the beneficiary is under 
18 years. 

NOTE: If the care was rendered to a minor 
and a custodial parent or legal guardian re-
quests information prior to the minor turn-
ing 18 years of age, medical records may still 
be released pursuant to the signature of the 
parent or guardian, and claims information 
may still be released to the parent or guard-
ian in response to the request, even though 
the beneficiary has turned 18 between the 
time of the request and the response. How-
ever, any follow-up request or subsequent re-
quest from the parent or guardian, after the 
beneficiary turns 18 years of age, will neces-
sitate the authorization of the beneficiary 
(or the beneficiary’s legal guardian as ap-
pointed by a cognizant court), before records 
and information can be released to the par-
ent or guardian. 

(iv) Certification of accuracy and au-
thorization to release double coverage in-
formation. This signature certifies to 
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the accuracy of the double coverage in-
formation and authorizes the release of 
any information related to double cov-
erage. (Refer to § 199.8 of this part). 

(v) Exceptions to beneficiary signature 
requirement. (A) Except as required by 
paragraph (c)(1)(iii) of this section, the 
signature of a spouse, parent, or guard-
ian will be accepted on a claim sub-
mitted for a beneficiary who is 18 years 
old or older. 

(B) When the institutional provider 
obtains the signature of the beneficiary 
(or the signature of the parent or 
guardian when the beneficiary is under 
18 years) on a CHAMPUS claim form at 
admission, the following participating 
claims may be submitted without the 
beneficiary’s signature. 

(1) Claims for laboratory and diag-
nostic tests and test interpretations 
from radiologists, pathologists, neu-
rologists, and cardiologists. 

(2) Claims from anesthesiologists. 
(C) Claims filed by providers using 

CHAMPUS-approved signature-on-file 
and claims submission procedures. 

(2) Provider’s signature. A partici-
pating provider (see paragraph (a)(8) of 
§ 199.6) is required to sign the 
CHAMPUS claim form. 

(i) Certification. A participating pro-
vider’s signature on a CHAMPUS claim 
form: 

(A) Certifies that the specific medical 
care listed on the claim form was, in 
fact, rendered to the specific bene-
ficiary for which benefits are being 
claimed, on the specific date or dates 
indicated, at the level indicated and by 
the provider signing the claim unless 
the claim otherwise indicates another 
individual provided the care. For exam-
ple, if the claim is signed by a psychia-
trist and the care billed was rendered 
by a psychologist or licensed social 
worker, the claim must indicate both 
the name and profession of the indi-
vidual who rendered the care. 

(B) Certifies that the provider has 
agreed to participate (providing this 
agreement has been indicated on the 
claim form) and that the CHAMPUS- 
determined allowable charge or cost 
will constitute the full charge or cost 
for the medical care listed on the spe-
cific claim form; and further agrees to 
accept the amount paid by CHAMPUS 
or the CHAMPUS payment combined 

with the cost-shared amount paid by, 
or on behalf of the beneficiary, as full 
payment for the covered medical serv-
ices or supplies. 

(1) Thus, neither CHAMPUS nor the 
sponsor is responsible for any addi-
tional charges, whether or not the 
CHAMPUS-determined charge or cost 
is less than the billed amount. 

(2) Any provider who signs and sub-
mits a CHAMPUS claim form and then 
violates this agreement by billing the 
beneficiary or sponsor for any dif-
ference between the CHAMPUS-deter-
mined charge or cost and the amount 
billed is acting in bad faith and is sub-
ject to penalties including withdrawal 
of CHAMPUS approval as a CHAMPUS 
provider by administrative action of 
the Director, OCHAMPUS, or a des-
ignee, and possible legal action on the 
part of CHAMPUS, either directly or as 
a part of a beneficiary action, to re-
cover monies improperly obtained from 
CHAMPUS beneficiaries or sponsors 
(refer to § 199.6 of this part.) 

(ii) Physician or other authorized indi-
vidual professional provider. A physician 
or other authorized individual profes-
sional provider is liable for any signa-
ture submitted on his or her behalf. 
Further, a facsimile signature is not 
acceptable unless such facsimile signa-
ture is on file with, and has been au-
thorized specifically by, the CHAMPUS 
fiscal intermediary serving the state 
where the physician or other author-
ized individual professional provider 
practices. 

(iii) Hospital or other authorized insti-
tutional provider. The provider signa-
ture on a claim form for institutional 
services must be that of an authorized 
representative of the hospital or other 
authorized institutional provider, 
whose signature is on file with and ap-
proved by the appropriate CHAMPUS 
fiscal intermediary. 

(d) Claims filing deadline. For all serv-
ices provided on or after January 1, 
1993, to be considered for benefits, all 
claims submitted for benefits must, ex-
cept as provided in paragraph (d)(2) of 
this section, be filed with the appro-
priate CHAMPUS contractor no later 
than one year after the services are 
provided. Unless the requirement is 
waived, failure to file a claim within 
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this deadline waives all rights to bene-
fits for such services or supplies. 

(1) Claims returned for additional infor-
mation. When a claim is submitted ini-
tially within the claim filing time 
limit, but is returned in whole or in 
part for additional information to be 
considered for benefits, the returned 
claim, along with the requested infor-
mation, must be resubmitted and re-
ceived by the appropriate CHAMPUS 
contractor no later than the later of: 

(i) One year after the services are 
provided; or 

(ii) 90 days from the date the claim 
was returned to the provider or bene-
ficiary. 

(2) Exception to claims filing deadline. 
The Director, OCHAMPUS, or a des-
ignee, may grant exceptions to the 
claims filing deadline requirements. 

(i) Types of exception. (A) Retroactive 
eligibility. Retroactive CHAMPUS eligi-
bility determinations. 

(B) Administrative error. Administra-
tive error (that is, misrepresentation, 
mistake, or other accountable action) 
of an officer or employee of 
OCHAMPUS (including 
OCHAMPUSEUR) or a CHAMPUS fis-
cal intermediary, performing functions 
under CHAMPUS and acting within the 
scope of that official’s authority. 

(C) Mental incompetency. Mental in-
competency of the beneficiary or 
guardian or sponsor, in the case of a 
minor child (which includes inability 
to communicate, even if it is the result 
of a physical disability). 

(D) Delays by other health insurance. 
When not attributable to the bene-
ficiary, delays in adjudication by other 
health insurance companies when dou-
ble coverage coordination is required 
before the CHAMPUS benefit deter-
mination. 

(E) Other waiver authority. The Direc-
tor, OCHAMPUS may waive the claims 
filing deadline in other circumstances 
in which the Director determines that 
the waiver is necessary in order to en-
sure adequate access for CHAMPUS 
beneficiaries to health care services. 

(ii) Request for exception to claims fil-
ing deadline. Beneficiaries who wish to 
request an exception to the claims fil-
ing deadline may submit such a request 
to the CHAMPUS fiscal intermediary 
having jurisdiction over the location in 

which the service was rendered, or as 
otherwise designated by the Director, 
OCHAMPUS. 

(A) Such requests for an exception 
must include a complete explanation of 
the circumstances of the late filing, to-
gether with all available documenta-
tion supporting the request, and the 
specific claim denied for late filing. 

(B) Each request for an exception to 
the claims filing deadline is reviewed 
individually and considered on its own 
merits. 

(e) Other claims filing requirements. 
Notwithstanding the claims filing 
deadline described in paragraph (d) of 
this section, to lessen any potential ad-
verse impact on a CHAMPUS bene-
ficiary or sponsor that could result 
from a retroactive denial, the following 
additional claims filing procedures are 
recommended or required. 

(1) Continuing care. Except for claims 
subject to the CHAMPUS DRG-based 
payment system, whenever medical 
services and supplies are being ren-
dered on a continuing basis, an appro-
priate claim or claims should be sub-
mitted every 30 days (monthly) wheth-
er submitted directly by the bene-
ficiary or sponsor or by the provider on 
behalf of the beneficiary. Such claims 
may be submitted more frequently if 
the beneficiary or provider so elects. 
The Director, OCHAMPUS, or a des-
ignee, also may require more frequent 
claims submission based on dollars. Ex-
amples of care that may be rendered on 
a continuing basis are outpatient phys-
ical therapy, private duty (special) 
nursing, or inpatient stays. For claims 
subject to the CHAMPUS DRG-based 
payment system, claims may be sub-
mitted only after the beneficiary has 
been discharged or transferred from the 
hospital. 

(2) Inpatient mental health services. 
Under most circumstances, the 60-day 
inpatient mental health limit applies 
to the first 60 days of care paid in a cal-
endar year. The patient will be notified 
when the first 30 days of inpatient 
mental health benefits have been paid. 
The beneficiary is responsible for as-
suring that all claims for care are sub-
mitted sequentially and on a regular 
basis. Once payment has been made for 
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care determined to be medically appro-
priate and a program benefit, the deci-
sion will not be reopened solely on the 
basis that previous inpatient mental 
health care had been rendered but not 
yet billed during the same calendar 
year by a different provider. 

(3) Claims involving the services of mar-
riage and family counselors, pastoral 
counselors, and mental health counselors. 
CHAMPUS requires that marriage and 
family counselors, pastoral counselors, 
and mental health counselors make a 
written report to the referring physi-
cian concerning the CHAMPUS bene-
ficiary’s progress. Therefore, each 
claim for reimbursement for services of 
marriage and family counselors, pas-
toral counselors, and mental health 
counselors must include certification 
to the effect that a written commu-
nication has been made or will be made 
to the referring physician at the end of 
treatment, or more frequently, as re-
quired by the referring physician. 

(f) Preauthorization. When specifically 
required in other sections of this part, 
preauthorization requires the fol-
lowing: 

(1) Preauthorization must be granted 
before benefits can be extended. In those 
situations requiring preauthorization, 
the request for such preauthorization 
shall be submitted and approved before 
benefits may be extended, except as 
provided in § 199.4(a)(11). If a claim for 
services or supplies is submitted with-
out the required preauthorization, no 
benefits shall be paid, unless the Direc-
tor, OCHAMPUS, or a designee, has 
granted an exception to the require-
ment for preauthorization. 

(i) Specifically preauthorized services. 
An approved preauthorization specifies 
the exact services or supplies for which 
authorization is being given. In a 
preauthorization situation, benefits 
cannot be extended for services or sup-
plies provided beyond the specific au-
thorization. 

(ii) Time limit on preauthorization. Ap-
proved preauthorizations are valid for 
specific periods of time, appropriate for 
the circumstances presented and speci-
fied at the time the preauthorization is 
approved. In general, preauthorizations 
are valid for 30 days. If the 
preauthorized service or supplies are 
not obtained or commenced within the 

specified time limit, a new 
preauthorization is required before 
benefits may be extended. For organ 
and stem cell transplants, the 
preauthorization shall remain in effect 
as long as the beneficiary continues to 
meet the specific transplant criteria 
set forth in the TRICARE/CHAMPUS 
Policy Manual, or until the approved 
transplant occurs. 

(2) Treatment plan. Each 
preauthorization request shall be ac-
companied by a proposed medical 
treatment plan (for inpatient stays 
under the Basic Program) which shall 
include generally a diagnosis; a de-
tailed summary of complete history 
and physical; a detailed statement of 
the problem; the proposed treatment 
modality, including anticipated length 
of time the proposed modality will be 
required; any available test results; 
consultant’s reports; and the prognosis. 
When the preauthorization request in-
volves transfer from a hospital to an-
other inpatient facility, medical 
records related to the inpatient stay 
also must be provided. 

(3) Claims for services and supplies that 
have been preauthorized. Whenever a 
claim is submitted for benefits under 
CHAMPUS involving preauthorized 
services and supplies, the date of the 
approved preauthorization must be in-
dicated on the claim form and a copy of 
the written preauthorization must be 
attached to the appropriate CHAMPUS 
claim. 

(4) Advance payment prohibited. No 
CHAMPUS payment shall be made for 
otherwise authorized services or items 
not yet rendered or delivered to the 
beneficiary. 

(g) Claims review. It is the responsi-
bility of the CHAMPUS fiscal inter-
mediary (or OCHAMPUS, including 
OCHAMPUSEUR) to review each 
CHAMPUS claim submitted for benefit 
consideration to ensure compliance 
with all applicable definitions, condi-
tions, limitations, or exclusions speci-
fied or enumerated in this part. It is 
also required that before any 
CHAMPUS benefits may be extended, 
claims for medical services and sup-
plies will be subject to utilization re-
view and quality assurance standards, 
norms, and criteria issued by the Di-
rector, OCHAMPUS, or a designee (see 
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paragraph (a)(1)(v) of § 199.14 for review 
standards for claims subject to the 
CHAMPUS DRG-based payment sys-
tem). 

(h) Benefit payments. CHAMPUS ben-
efit payments are made either directly 
to the beneficiary or sponsor or to the 
provider, depending on the manner in 
which the CHAMPUS claim is sub-
mitted. 

(1) Benefit payments made to bene-
ficiary or sponsor. When the CHAMPUS 
beneficiary or sponsor signs and sub-
mits a specific claim form directly to 
the appropriate CHAMPUS fiscal inter-
mediary (or OCHAMPUS, including 
OCHAMPUSEUR), any CHAMPUS ben-
efit payments due as a result of that 
specific claim submission will be made 
in the name of, and mailed to, the ben-
eficiary or sponsor. In such cir-
cumstances, the beneficiary or sponsor 
is responsible to the provider for any 
amounts billed. 

(2) Benefit payments made to partici-
pating provider. When the authorized 
provider elects to participate by sign-
ing a CHAMPUS claim form, indicating 
participation in the appropriate space 
on the claim form, and submitting a 
specific claim on behalf of the bene-
ficiary to the appropriate CHAMPUS 
fiscal intermediary, any CHAMPUS 
benefit payments due as a result of 
that claim submission will be made in 
the name of and mailed to the partici-
pating provider. Thus, by signing the 
claim form, the authorized provider 
agrees to abide by the CHAMPUS-de-
termined allowable charge or cost, 
whether or not lower than the amount 
billed. Therefore, the beneficiary or 
sponsor is responsible only for any re-
quired deductible amount and any cost- 
sharing portion of the CHAMPUS-de-
termined allowable charge or cost as 
may be required under the terms and 
conditions set forth in §§ 199.4 and 199.5 
of this part. 

(3) CEOB. When a CHAMPUS claim is 
adjudicated, a CEOB is sent to the ben-
eficiary or sponsor. A copy of the CEOB 
also is sent to the provider if the claim 
was submitted on a participating basis. 
The CEOB form provides, at a min-
imum, the following information: 

(i) Name and address of beneficiary. 
(ii) Name and address of provider. 

(iii) Services or supplies covered by 
claim for which CEOB applies. 

(iv) Dates services or supplies pro-
vided. 

(v) Amount billed; CHAMPUS-deter-
mined allowable charge or cost; and 
amount of CHAMPUS payment. 

(vi) To whom payment, if any, was 
made. 

(vii) Reasons for any denial. 
(viii) Recourse available to bene-

ficiary for review of claim decision 
(refer to § 199.10 of this part). 

NOTE: The Director, OCHAMPUS, or a des-
ignee, may authorize a CHAMPUS fiscal 
intermediary to waive a CEOB to protect the 
privacy of a CHAMPUS beneficiary. 

(4) Benefit under $1. If the CHAMPUS 
benefit is determined to be under $1, 
payment is waived. 

(i) Extension of the Active Duty De-
pendents Dental Plan to areas outside the 
United States. The Assistant Secretary 
of Defense (Health Affairs) (ASD(HA) 
may, under the authority of 10 U.S.C. 
1076a(h), extend the Active Duty De-
pendents Dental Plan to areas other 
than those areas specified in paragraph 
(a)(2)(i) of this section for the eligible 
beneficiaries of members of the Uni-
formed Services. In extending the pro-
gram outside the Continental United 
States, the ASD(HA), or designee, is 
authorized to establish program ele-
ments, methods of administration and 
payment rates and procedures to pro-
viders that are different from those in 
effect under this section in the Conti-
nental United States to the extent the 
ASD(HA), or designee, determines nec-
essary for the effective and efficient 
operation of the plan outside the Conti-
nental United States. This includes 
provisions for preauthorization of care 
if the needed services are not available 
in a Uniformed Service overseas dental 
treatment facility and payment by the 
Department of certain cost-shares and 
other portions of a provider’s billed 
charges. Other differences may occur 
based on limitations in the availability 
and capabilities of the Uniformed Serv-
ices overseas dental treatment facility 
and a particular nation’s civilian sec-
tor providers in certain areas. Other-
wise, rules pertaining to services cov-
ered under the plan and quality of care 
standards for providers shall be com-
parable to those in effect under this 
section in the Continental United 
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States and available military guide-
lines. In addition, all provisions of 10 
U.S.C. 1076a shall remain in effect. 

(j) General assignment of benefits not 
recognized. CHAMPUS does not recog-
nize any general assignment of 
CHAMPUS benefits to another person. 
All CHAMPUS benefits are payable as 
described in this and other Sections of 
this part. 

[51 FR 24008, July 1, 1986, as amended at 52 
FR 33007, Sept. 1, 1987; 53 FR 5373, Feb. 24, 
1988; 54 FR 25246, June 14, 1989; 56 FR 28487, 
June 21, 1991; 56 FR 59878, Nov. 26, 1991; 58 FR 
35408, July 1, 1993; 58 FR 51238, Oct. 1, 1993; 58 
FR 58961, Nov. 5, 1993; 62 FR 35097, June 30, 
1997; 63 FR 48446, Sept. 10, 1998; 64 FR 38576, 
July 19, 1999; 67 FR 42721, June 25, 2002; 68 FR 
44881, July 31, 2003; 69 FR 51569, Aug. 20, 2004; 
70 FR 19265, Apr. 13, 2005] 

§ 199.8 Double coverage. 
(a) Introduction. (1) In enacting 

TRICARE legislation, Congress clearly 
has intended that TRICARE be the sec-
ondary payer to all health benefit, in-
surance and third-party payer plans. 10 
U.S.C. 1079(j)(1) specifically provides 
that a benefit may not be paid under a 
plan (CHAMPUS) covered by this sec-
tion in the case of a person enrolled in, 
or covered by, any other insurance, 
medical service, or health plan, includ-
ing any plan offered by a third-party 
payer (as defined in 10 U.S.C. 1095(h)(1)) 
to the extent that the benefit is also a 
benefit under the other plan, except in 
the case of a plan administered under 
title XIX of the Social Security Act (42 
U.S.C. 1396 et seq.). 

(2) The provision in paragraph (a)(1) 
of this section is made applicable spe-
cifically to retired members, depend-
ents, and survivors by 10 U.S.C. 1086(g). 
The underlying intent, in addition to 
preventing waste of Federal resources, 
is to ensure that TRICARE bene-
ficiaries receive maximum benefits 
while ensuring that the combined pay-
ments of TRICARE and other health 
and insurance plans do not exceed the 
total charges. 

(b) Double coverage plan. A double 
coverage plan is one of the following: 

(1) Insurance plan. An insurance plan 
is any plan or program that is designed 
to provide compensation or coverage 
for expenses incurred by a beneficiary 
for medical services and supplies. It in-
cludes plans or programs for which the 

beneficiary pays a premium to an 
issuing agent as well as those plans or 
programs to which the beneficiary is 
entitled as a result of employment or 
membership in, or association with, an 
organization or group. 

(2) Medical service or health plan. A 
medical service or health plan is any 
plan or program of an organized health 
care group, corporation, or other enti-
ty for the provision of health care to 
an individual from plan providers, both 
professional and institutional. It in-
cludes plans or programs for which the 
beneficiary pays a premium to an 
issuing agent as well as those plans or 
programs to which the beneficiary is 
entitled as a result of employment or 
membership in, or association with, an 
organization or group. 

(3) Third-party payer. A third-party 
payer means an entity that provides an 
insurance, medical service, or health 
plan by contract or agreement, includ-
ing an automobile liability insurance 
or no-fault insurance carrier and a 
workers’ compensation program or 
plan, and any other plan or program 
(e.g., homeowners insurance, etc.) that 
is designed to provide compensation or 
coverage for expenses incurred by a 
beneficiary for medical services or sup-
plies. For purposes of the definition of 
‘‘third-party payer,’’ an insurance, 
medical service or health plan includes 
a preferred provider organization, an 
insurance plan described as Medicare 
supplemental insurance, and a personal 
injury protection plan or medical pay-
ments benefit plan for personal injuries 
resulting from the operation of a motor 
vehicle. 

(4) Exceptions. Double coverage plans 
do not include: 

(i) Plans administered under title 
XIX of the Social Security Act (Med-
icaid); 

(ii) Coverage specifically designed to 
supplement CHAMPUS benefits (a 
health insurance policy or other health 
benefit plan that meets the definition 
and criteria under supplemental insur-
ance plan as set forth in § 199.2(b)); 

(iii) Entitlement to receive care from 
Uniformed Services medical care facili-
ties; 

(iv) Certain Federal Government pro-
grams, as prescribed by the Director, 
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